INTRODUCTION
In electric cardiac stimulation, the dual chamber pacemaker is widely used, especially in DDD mode, indicated in cases of atrioventricular heart block, among others. This type of stimulation offers many clinical advantages as it can maintain synchronization between atriums and ventricles leading to hemodynamic gain during the cardiac cycle and improves cardiac output. This type of pacing is made by the implantation of two leads, one in the right atrium and the other in the right ventricle, coupled to a dual-chamber generator, each lead may sense or stimulate the heart, thus working on demand mode according to the cardiac requirements.
The VDD mode is an alternative kind of stimulation of dual chamber pacemakers generators. This type of cardiac stimulation can be used when the sinus node is normally functioning [1] . In this case, only one lead is implanted, where its end remains in the right ventricle's internal wall for stimulate and sense at this location. This same lead has a proximal pole that is positioned within the right atrium and at this point is only able to sense the heartbeats.
The ideal leads' position in both types of pacemakers is achieved by positioning them with fluoroscopy aid in addition to reading the appropriate electronic measures at the chosen location.
According to Eberhardt et al. [2] , the use the VDD pacemaker allows to implant in a shorter time, with less use of fluoroscopy and fewer complications compared to DDD. Moreover, the VDD pacemaker has less cost than DDD, considering material, hospital and medical fees [3] . Gonçalves et al. [4] evaluated VDD implantation and concluded that this mode of stimulation permits clinical and hemodynamic improvement, indicating this pacemaker in all patients with atrial stability and competence.
The implant of VDD pacemaker is not widely made in medical practice, despite the advantages mentioned above. One hypothesis for this is the sinus node dysfunction fear and decrease of the sensitivity by the pacemaker after its implantation, during follow-up of these patients [5] .
Pakarinen and Toivonen [6] state that careful evaluation of the clinical history, electrocardiogram and adequate radiographs are sufficient to select elderly candidates for VDD pacemaker implantation and thus, sinus dysfunction rarely occurs under these conditions.
Although some references show that this type of pacemaker has not been used frequently [7] , we routinely implant VDD pacemakers in daily clinical practice without finding significant complications inherent in this procedure; however, we observed that some patients developed atrial fibrillation (AF) after implantation, which we also observed in DDD implants.
Therefore, it is appropriate to question if the presence of a lead in the right atrial wall of DDD pacemakers would increase the risk of AF induction, or, on the other hand, the atrial pacing lead would promote more protection against this arrhythmia, as some reports suggested [8] .
The objective of this study was to compare patients with DDD and VDD pacemakers with respect to the evolution towards chronic AF and the time free of this arrhythmia in postoperative period by evaluation in Pacemaker Clinic of Faculdade de Medicina de Botucatu -Unesp. 
METHODS

This
Patients
From 625 we included 158 patients with dual-chamber pacemaker with 48 DDD and 110 VDD. It was accomplished a gender distribution, diagnosis, functional class of heart failure.
Diagnostics for Implants Indication
The diagnostics that led indications of pacemakers implants are listed in Table 1 . Table 1 . Distribution in each group: number of patients studied; sex; previous diagnosis to the implant; functional class of heart failure; mean follow-up of patients in months (MFM).
DDD (number of patients)
VDD (number of patients) P 
Mean Time of Patient Monitoring
Average times of follow-ups of patients undergoing pacemaker implants are indicated in Table 1 . The total time in years follow-up added all patients of each type of pacemaker was 256.66 years to DDD and 521.41 pacemaker years to VDD. Outpatient follow-up was considered the period between January 1, 1999 and December 31, 2015, the shortest follow-up time of 2 months and the longest of 13 years and 11 months.
Exclusion Criteria
We excluded patients with third degree atrioventricular block and sinus node disease in both groups. We also excluded cases where doubts diagnostic occurs, information were insufficient and data were not fully reliable.
Groups
Patients were classified into 2 groups: Group 1, patients with DDD pacemakers; Group 2, patients with VDD pacemakers.
Atrial Fibrillation
In both groups, patients who developed post-implantation AF were separated and the time for development of AF after surgery was measured in each of them. Only patients who entered in AF at least 2 months after surgery were included.
Comparison between Number and Percentage of Each Group for Evolution to AF
Comparisons between DDD and VDD groups were made regarding the number of patients and percentage that evolved AF within each group.
Actuarial Study
Free time of AF was evaluated by the curves and actuarial study in both groups.
Statistical Study
One proportion test was performed to verify if there was statistical difference between the proportions of variables such as gender, previous diagnosis and functional class in both groups.
For the time variable, a normality test was performed and the data showed an asymmetrical distribution. Thus, adjusted a generalized linear model with gamma distribution to check whether there was difference between the groups with respect to time (months) of follow-up
For the actuarial study we used the Statistical Calculations for Windows V. 1.8, developed by Dr. Domingo Braile and Dr. Moacir Fernandes de Godoy and implemented in Power Builder 6.6 Sc. Djalma Domingos Silva. The construction of actuarial curves was made in Microsoft Excel program. Table 2 shows the number of patients and the percentage that has evolved to AF in both groups during the period considered in the study.
RESULTS
Number and Percentage of Patients who Developed AF
Actuarial Calculations and Curves
The actuarial study comparing the incidence of AF in patients with dual chamber pacemaker DDD and VDD is shown in Figures  1, 2 and 3 and Tables 3 and 4 .
DISCUSSION
The concept VDD pacemaker was designed in 1973, but only became commercially available in the 80s [9] . Mond et al. [7] , in a study performed in 2005 by Cardiac Pacing and ICD Survey, which compared the use of pacemakers in 43 countries, Brazil ranked fourth in a VDD use in percentage values, surpassed by Spain (20%), Japan (18%) and Italy (11%). According to this study, in Brazil 53% of pacemakers used was DDD (R), 34% VVI (R), 9% VDD, 4% biventricular and less than 1% AAI (R). During the period considered in this work we routinely use the VDD pacemaker. It can be seen that the VDD group is bigger (110 patients) than DDD group (48 patients).
Eberhardt et al. [2] conducted a retrospective study in 1884 patients who received unicameral (VVI, 610 patients) and bicameral pacemakers (VDD, 371 patients, and DDD, 903 patients). Surgeon's experience was considered in three levels according to the number of previous implants made before the study (low: less than 50 implants; middle: between 50 and 100 implants, and high: over 100 implants). They observed that the DDD pacemaker requires longer use of fluoroscopy when implanted by surgeons with low or middle levels of experience, while this time is substantially reduced with higher level of experience. The risk of complications in procedures performed by surgeons with low and middle levels of experience were significantly higher for implants of DDD pacemakers, compared to VDD or VVI. However, this difference disappears when operations were performed by surgeons with better expertise.
Wiegand et al. [3] conducted a study in order to compare costs between the implants of DDD and VDD pacemakers. The authors state that using VDD pacemaker, the overall cost of an uncomplicated implant (including prostheses) can be reduced by 9% (EUR 518 per patient in this study). They concluded therefore that the treatment with VDD pacemaker promotes PFE%= proportion of patients free of events (atrial fibrillation); SE%= standard error; LLCI 95%= lower limit of confidence interval 95%; ULCI 95%= upper limit of confidence interval 95%
Fig. 1 -Actuarial curve of patients with dual chamber pacemaker DDD, showing the proportion of patients free from AF (ordinate) -expressed values close to the corresponding points on the curve for the years elapsed (abscissa). They also observed the curves of LLCI 95% (lower limit confidence interval 95%) and ULCI 95% (upper limit of confidence interval 95%).
Fig. 2 -Actuarial curve of patients with dual chamber pacemaker VDD, showing the proportion of patients free from AF (ordinate) -expressed values close to the corresponding points on the curve for the years elapsed (abscissa). They also observed the curves of LLCI 95% (lower limit confidence interval 95%) and ULCI 95% (upper limit of confidence interval 95%).
Fig. 3 -Actuarial curve of patients with dual chamber pacemaker VDD and DDD, showing the proportion of patients free from atrial fibrillation-AF (ordinate) -expressed values close to the corresponding points on the curve for the years elapsed (abscissa).
a significant cost reduction compared to DDD, without loss of efficacy. Therefore, the single lead used in VDD pacemaker can promote a satisfactory cost-benefit ratio in the treatment of patients with high-grade atrioventricular block with normal sinus node function, when considering the use of dual-chamber pacemaker. Given these reports, it is curious the fact that the VDD pacemaker is less used than would be expected. Schaer et al. [10] claim that, in clinical practice, VDD pacemaker has an excellent performance in atrioventricular block patients with a presumed normal function of the sinus node, with very low incidence of need for review by loss of atrial sensitivity (2%) and rarely requiring reintervention for DDD pacemaker implant due sinus node dysfunction (1%). According to the authors, the main reason for reprogramming the VDD pacemaker to VVI is the beginning of permanent AF.
Marchandise et al. [5] , in a prospective, non-randomized study, compared patients with symptomatic atrioventricular block who received VDD and DDD pacemakers. According to the authors, despite the several advantages offered by the pacemaker VDD, the main disadvantage is that patients develop a greater loss of atrial detection compared to DDD. However, it was not found other differences between the two types of pacemaker that could lead to clinical impact on the incidence of AF, myocardial infarction, dilated cardiomyopathy or mortality.
We have not included in our study patients with a previous diagnosis of sinus node disease and third degree atrioventricular blocking, intending to become more homogeneous groups, considering 107 cases of sick sinus syndrome in DDD and 0 in VDD group. In addition, the number of patients with third degree atrioventricular block was 84 in DDD and 276 in VDD group. Considering this relevant numerical difference of third degree atrioventricular blocking, we also opted for the exclusion of patients with this type of blocking. This decision resulted in a decrease in the number of patients studied, but we believe that the comparison between the groups was best suited.
Comparing VDD and DDD groups we found no differences with statistical significance between sex and functional class or follow-up average time. Regarding the pacemaker indication, we observed that most of cases was second degree atrioventricular block Mobitz I and II, being that in the VDD group the second degree atrioventricular block Mobitz II was significantly more present (Table 1) .
Although the percentage of patients who developed AF during the period studied was lower in VDD group (6.36%) than in DDD group (10.42%), there was no statistical significant difference between them (Table 2) , corroborating the results of Marchandise et al. [5] , which also found no differences in this sense, even though they have found greater loss of atrial detection in VDD pacemaker.
Wiegand et al. [11] found that the occurrence of sinus node disease is rare in patients with isolated atrioventricular block and the incidence of atrial tachyarrhythmia in patients undergoing pacemaker implantation DDD and VDD were similar.
With the actuarial study we observed that the two actuarial curves were close all the time. In the early years, the curve of VDD group is positioned slightly above DDD, but this position is reversed in the last years of follow-up. Thus, we believe that the closeness of both curves and the actuarial calculations do not demonstrate a relevant difference in length of time which patients with VDD and DDD pacemakers were free of AF ( Figures  1, 2 and 3, Tables 3 and 4) .
According to Pakarinen and Toivonen [6] , the VDD pacemaker should not be used in patients with paroxysmal AF and increased size of heart due to higher probability of loss of atrial function with progressive evolution to AF.
The results obtained combined with reports in the literature (lower incidence of complications, shorter time of use of fluoroscopy for the implant, lower cost, simpler system with easier implantation) leads us to believe that VDD pacemaker remains a good option when duly indicated. In selecting patients which would receive this type of pacemaker (VDD) is needed careful evaluation of clinical history with electrocardiographic and radiological appropriate study, thus, in this case, the loss of atrial detection and/or AF rarely will develop.
CONCLUSION
The absence of a lead in the right atrium, in the case of VDD pacemakers, besides promoting fewer complications, simplifying the surgery and having a lower cost, seems not interfere in the development of AF when compared to DDD pacemaker, without loss of its efficiency.
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